This longitudinal study investigated physical therapists' perceptions of the roles of physical therapist assistants (PTAs). In 1986, a questionnaire describing 79 physical therapy activities was distributed to a random sample (n = 400) of physical therapists derived from the American Physical Therapy Association (APTA) membership. In 1992, a similar questionnaire was distributed to a representative sample (n = 400) of physical therapists derived from the APTA membership. Response rates were 53% and 55% in 1986 and 1992, respectively. Respondents indicated whether each activity was included in the documentation describing PTA roles. Results revealed considerable agreement between therapists' perceptions of PTA roles and those outlined by PTA practice guidelines, and these perceptions changed little over time. Discriminant analyses suggested that therapists' perceptions of PTA roles were, in general, not predicted by supervisory experience with PTAs, therapist experience, or content of entry-level professional education curricula. Generally, therapists' perceptions of PTA roles are consistent with published practice guidelines. Therapists' perceptions on selected activities, however, were incongruent with PTA practice guidelines, suggesting the potential for inefficient or inappropriate utilization of the PTA in the delivery of selected services.
Physical therapist assistants (PTAs) have been active support personnel in physical therapy for over 20 years. Academic programs to prepare PTAs were initiated as early as 1967 and have proliferated across the country. Currently, 124 PTA-accredited academic programs graduate approximately 1,985 F' TAs annually.' The Bureau of Labor Statistics has estimated that the demand for PTAs will rise through the year 2000 at a rate (52%) that approaches that for new physical therapists (57%).2 If such a projection is realized, the F' TA' s influence in physical therapy will continue to grow into the next century.
The rise in the number of practicing PTAs places an increasing responsibility on those physical therapists who supervise PTAs. Canan has stated, "Physical therapists and physical therapist assistants must function together in patient care services . . . . The quality of patient care services . . . will depend upon understanding and adherence to judicious delegation of responsibilities."3 Physical therapists using PTAs in patient care programs need to have an understanding of the roles of the PTA that is consistent with the PTA' s level of academic preparation, the duties of the PTA as outlined by American Physical Therapy Association (API' A) documents, and state regulations governing PTA practice. Discrepancies between the actual tasks assigned to PTAs and their education and clinical competencies as outlined by the APTA and professional literature could result in either ineffective 01-inappropriate utilization of PTAs in the provision of physical therapy services.
Resources Describing the Roles of the Physlcal Therapist Assistant
No single document provides a clear and comprehensive specification of the PTA' s roles. The APTA House of Delegates policy on the definition and utilization of PTAs (HOD 06-88-14-25)5 defines the physical therapist assistant as "a health care worker who assists the physical therapist in provision of physical therapy" and who has graduated from an accredited PTA associate degree program. This APTA policy also outlines how the PTA is to be utilized (,4ppendix 1).
Further insight into the role of the PTA may be gained by a review of (1) Standard VI of the Commission on Accreditation in Physical Therapy Education's (CAPTE) Accreditation Handbooks; (2) Competencies in Physical Therapy: An Analysis of Practice: which delineates physical therapist and FCA competencies; (3) Standards of Ethical Conduct for the Physical Therapist Assistant7; (4) Guide for Conduct of the Afiliate Member (5) the physical therapy practice act applicable to specific states in which PTAs practice; and (6) publications in the professional literature.""
Review of the Literature
Although the number of practicing PTAs has grown steadily over the last two decades, few studies have been reported that address issues related to the PTA' s roles in the delivery of physical therapy services. In a pilot study in the early 1970s, Gossett12 asked PTA graduates of 11 academic programs, their supervisors, and program directors to provide information regarding the adequacy of PTA academic and clinical preparation, supervisory relationships, employer utilization, and job satisfaction. The "majority" of PTAs, clinical program directors, and supervisory physical therapists stated that the PTAs were being utilized in the delivery of services "as anticipated." The physical therapists supervising PTAs and the program directors indicated that PTAs were most qualified to perform routine treatment procedures, standard exercise techniques, follow-up gait training, and treatment of less severely involved patients. Supervisors and directors responded that PTAs were least qualified to perform evaluation and testing, specialized exercises, electrical stimulation, initial gait training, and writing of progress notes. Gossett stated that the majority of the responding PTA graduates felt they were assigned tasks compatible with their preparation. No specific instrument, however, was developed, tested, or distributed to gather information in a systematic manner from each group of respondents. With respect to PTA utilization, the report presents either "randomly chosen" comments from respondents or the author's nonquantitative interpretation of the respondents' perceptions of PTA competence. Finally, as indicated by Gossett, the small sample size and the "informality of the responses" make firm conclusions regarding PTA functions premature.
In 1973, Larson and Davis13 surveyed the members of four consecutive graduating classes of St Mary's Junior College (Minneapolis, Minn) and their supervisors to collect "information about frequency and independence of performance of 11 1 tasks appropriate to physical therapy departments." With respect to "on-the-job competencies," about one quarter to one third of the supervisors indicated a need for improved preparation of PTAs for four tasks (facilitation exercises, breathing exercises, mat exercises, and first aid). The PTA graduates suggested a need for increased academic preparation of PTAs in several areas including muscle reeducation, facilitation exercises, patient evaluation, drug effects, treatment planning, mat exercises, and prosthetics. The authors noted that several of the topics were recommended by PTAs for more emphasis in PTA preparation, yet these activities were not included among PTA responsibilities in the APTA guidelines applicable at that time.
Unfortunately, Larson and Davis13 did not specify the 111 tasks they deemed appropriate to physical therapy departments, and they provided no quantitative data regarding the frequency of performance, independence of performance, or adequacy of training for more than 100 of the tasks. Finally, no information was provided regarding the reliability of their survey instrument. The report, therefore, does not allow the reader to determine what specific activities PTAs were actually performing in the early 1970s nor whether those activities were congruent with the guidelines for PTA practice in effect at that time.
Only one study in the past 20 years has examined the clinical activities of these important support personnel. Schunk and co-workersl%eported the results of a survey conducted by the AtEliate Affairs Committee of the Oregon Physical Therapy Association using a questionnaire designed to determine, among other things, PTAs' perceptions of their knowledge and utilization of 29 specific treatment procedures, the frequency of PTA participation in 19 other routine nontreatment activities, and the nature of the supervisory relationship between Physical Therapy /Volume 74, Number physical therapists and PTAs. In general, the percentage of PTAs indicating knowledge of the identified treatment procedures exceeded the percentage of PTAs actually utilizing the treatment approaches in practice. Only a small number of PTAs were involved in tasks that have not been explicitly identified as being within the domain of the PTA' s role such as patient evaluation, discharge planning, and patient treatment without prior physical therapist evaluation. The PTAs identified poor communication, insufficient meeting frequency, and a lack of physical therapist understanding of PTA capabilities as negative aspects of the supervisory relationship. The authors concluded from the survey data that physical therapists do not utilize PTAs to their full potential in the implementation of physical therapy services and that physical therapists may not clearly understand their supervisory responsibilities in the delegation of clinical tasks to the PTA. Although these conclusions may not be completely justified due to a lack uf statistical treatment of the data and a lack of physical therapist participation, the Oregon survey results provide insight into the roles of the PTA in the provision of physical therapy services in the 1990s.
Purpose
Physical therapists are responsible for delegating tasks to PTAs that are consistent with the PTA's educational preparation and current practice guidelines. An appreciation of the concerns regarding the scope of PTA practice cannot be complete without an understanding of physical therapists' perceptions of the PTA' s roles. To date, no research has been published that has investigated physical therapists' perceptions of the roles and responsibilities of the PTA and whether those perceptions are consistent with current published guidelines. [4] [5] [6] [7] [8] [9] [10] [11] Thus, the purposes of our study were to investigate physical therapists' perceptions of the roles of the PTA and to examine whether these perceptions have changed over time.
In addition, our study compared the physical therapists' perceptions of PTA roles with those identified in APTA and other resource docu-ments4-H in order to identify those activities that might warrant clarification in the guidelines on PTA practice. Preliminary results of the first phase of this study have been presented previously.'5
Method

Sample
A questionnaire was distributed by mail for phase 1 of the study in the fall of 1986 to a random sample (n=400) of physical therapists derived from the APTA membership list. A similar survey instrument was distributed by mail for phase 2 of the study in the fall of 1992 to a representative sample (n=400) of physical therapists derived from the APTA membership list. The number of names selected from a state in 1992 was in proportion to the state's total membership in the APTA.
Instrumentation
Content of the questionnaire.
A questionnaire consisting of 89 items was developed. Seventy-nine of the items identified physical therapy activities. Sixty-eight of these descriptions of activities were drawn from Competencies in Physical Therapy: An Analysis of Practice6 Standard VI of the CAPTE' s Accreditation Handbook ,5 or the APTA House of Delegates policy statement on education and utilization of the PTA.* Eleven of the activity items were drawn from the professional literature.9--" No attempt was made to develop an activity list encompassing all possible activities that may take place within the physical therapy setting. Rather, the intent was to include activities that were representative of several broad aspects of physical therapy practice including the performance of clinical tests and treatments, the interpretation of test results, planning of treatment programs, and other routine operational functions performed in the clinical setting. The survey instrument was reviewed for face and content validity by researchers involved in each phase of the study. Activity items were not included in the survey if consensus was not reached regarding PTA performance of the activity or if descriptions of an activity were unclear. When no reference was found that specified an activity as an appropriate PTA role, the activity was designated as inconsistent with the guidelines on PTA p r a~t i c e .~" For each of the 79 randomly ordered items, respondents were asked to indicate whether the task was included in the role of the PTA as outlined by guidelines on PTA practice. Alternatively, the respondent could mark "Do not know." The survey response options are shown in Appendix 2.
The last 10 items comprised the second segment of the instrument and were included to gather demographic information on the respondents as well as information on their familiarity with PTAs. Copies of the questionnaires used in each phase of the study are available on request.
Questionnaire development.
In order to organize the data for analysis and presentation, a group of physical therapists (n=13) were asked to place each of the 79 items into one of four activity categories: evaluation, treatment implementation, treatment planning, or administration. Results indicated substantial consistency in category assignment. Ninety percent to 100% agreement on category assignment was achieved for 56 of the activities, whereas 60% to 89% consistency in categorization occurred for 17 of the items. Less than 60% agreement regarding category assignment occurred for only 6 of the activities (determine appropriate prosthesis, orthosis, or assistive device; delegate treatment task to physical therapy aide; preparation of treatment area/ patient/equipment; modify treatment techniques; conduct clinical research; and measure/adjust crutches, canes, walkers). Using this approach, activities were assigned to categories based Physical Therapy /Volume 74, Number 6lJune 19% on feedback provided by this sample of physical therapists.
Eleven physical therapists were then asked to complete the questionnaire on two occasions separated by 7 to 10 days. Analyses revealed that the internal reliability of the survey instrument was quite high (Cronbach's alpha= .93). Analyses also indicated substantial test-retest reliability (r= 83).
The results indicated that three of the four categories were adequately reliable: evaluation (Cronbach's alpha= . 89), treatment implementation (Cronbach's alpha=.73), and administration (Cronbach's alpha=.85). The low reliability associated with the treatment planning category (Cronbach's alpha=.47) stems largely from a lack of agreement regarding categorization of four items @reparation of treatment area/patient/equipment, modify treatment techniques, recommend solutions to architectural barriers, and determine solutions to architectural barriers).
in response patterns over time. For each of these analyses, one canonical discriminant function was calculated and the associated Wilk's lambda, chi-square, and significance values are reported. In addition, a Bonferroni correction factor was applied to maintain the familywise error at .05 for all comparisons. Similar analyses assessed the impact on response patterns of factors such as years of practice o r supervisory experience.
Results
Response Rate
In phase 1 (1986), 53% (n=210) of the 400 distributed questionnaires were completed and returned. Responses from 5 questionnaires were excluded from subsequent analyses due to insufficient data. In phase 2 (1992), 55% (n=221) of the 400 distributed questionnaires were completed and returned. All 1992 responses were usable in subsequent analyses.
Characteristics of Respondents Procedure
For each phase of the study, a cover letter requested that the questionnaire be completed and returned in the accompanying stamped, self-addressed envelope within 3 weeks of the date of mailing. Approximately 10 days after mailing the questionnaires, a follow-up postcard was sent to each therapist on the distribution list asking them to complete and return the questionnaire if they had not already done so.
Data Analysis
Responses from returned questionnaires in each phase of the study were coded by the investigators, entered into data files, and processed using SPSS-X software.* This program allowed the investigators to calculate frequency data and use discriminant analyses to assess categorical changes *SPSS Inc, 444 N Michigan Ave, Chicago, IL 60611.
The data gathered on personal characteristics of respondents in each phase of the study are summarized in Table  1 . The typical respondent in each phase of the study was a female physical therapist holding a bachelor's degree in physical therapy as the highest academic degree. Seventynine percent of therapists in phase 1 and 86% of therapists in phase 2 indicated that their highest academic degree was in physical therapy.
Approximately 45% of respondents in each phase described their current position as either a s t d o r senior physical therapist. Forty-five percent of phase 1 respondents held positions as either director o r chief of physical therapy, whereas only 13% of the phase 2 participants held such a position. About one quarter of the phase 2 respondents were in private prac-tice (similar data for phase 1 were not available).
Discriminant analyses revealed that years in practice and education regarding PTA roles in entry-level curricula were significantly different between the two survey samples. More respondents in the 1992 survey indicated less than 4 years' experience and greater than 12 years' experience than in the 1986 survey. A higher percentage of the phase 2 participants had received education on PTA roles in entry-level curricula compared with the phase 1 That is, the greater the number of years of clinical experience, the more likely therapists were to have supervised a PTA and the less likely they were to have had academic preparation on PTA roles. Although more years of clinical experience increased the likelihood of PTA supervision, it appears that recent graduates are frequently given the responsibility of PTA supervision. In this study, 56% of those therapists with less than 4 years of practice had supervised a PTA.
Responses on Physical Therapist Assistant Roles in Evaluation Activities
The responses of survey participants to PTA evaluative procedure items (n=24) are summarized in Table 2 . Discriminant analyses revealed that responses were not significantly different across the questionnaire administrations.
The first six items listed in Table 2 were determined to be tasks consistent with guidelines on PTA practice.&" The remaining 18 evaluative activities were not explicitly identified as PTA roles in reference documents.&11 Eleven of the evaluative activities (7-17) were viewed by more Physical Iherapy/Volume 74, Number 6lJune 1994 -merits"" as PTA roles. Only the last 3 items in 
Responses on Physical Therapist Assistant Roles in Treatment Planning
The responses of survey participants to PTA performance of treatment planning activities are summarized in Table 3 . Discriminant analyses revealed that responses did not significantly differ across the two administrations.
The first 11 items listed in Table 3 were not identified in reference docu-More than 80% of the participants indicated that seven of the treatment planning items (1-5, 13, 14) have not been outlined as PTA roles. In contrast, more than 30% of the respondents did not recognize that four of the treatment planning activities (8) (9) (10) (11) have not been included in the documentation of PTA roles. Between 20% and 48% of the therapists indicated that development of therapeutic exercise programs, planning postural drainage, selection of ultrasound skttings, design of ADL plan of care, planning of massage techniques, and determination of solutions for architectural barriers have been specified as appropriate PTA tasks, even though these activities have not been explicitly identified as FTA roles in practice guidelines. In contrast, almost one third of therapists did not agree that FTAs may modify treatment techniques as indicated in a plan of care, even though this activity has been identified as a PTA role in practice guidelines.
Responses on Physlcal Therapist Assistant Roles in Treatment lmplementatlon Activities
Twenty-five of the activity items included in the questionnaire described treatment implementation activities.
The responses of survey participants to PTA performance of treatments during both phases of the study are summarized in Table 4 . Twenty of the items listed in Table 4 were identified as PTA roles in resource documents."' However, for the 5 remaining activities (sensory reeducation, perceptual training, neurodevelopmental treatment, oral sensorimotor treatment, and measure/fit compression garments), no explicit reference was found that indicated that these activities constituted accepted PTA practice.
Physical Therapy /Volume 74, Number 6Aune 1994 - The distribution of responses for six of the treatment activity items (17, 19-21, 23, 24) in Table 4 were found to be significan~ly different between the 1986 and 1992 surveys. For each of these six items, the phrase "given a predetermined plan of care" was included in the activity description in the 1992 version of the questionnaire. This phrase WLS not present for these items in the questionnaire used in 1986, and comparisons of the responses may therefore be inappropriate.
For the first 13 activities listed in Table 4 , rnore than 90% of physical therapists agreed that these treatment activities have been included as documented roles of the PTA. In the 1992 survey responses, the majority of therapists (ranging from 81% to 95%) believed that performance of oral sensorimotor treatment, neurodevelopmental treatment, perceptual training, and sensory reeducation stimulation have been outlined as PTA roles, a position not congruent with existing documentation of the PTA' s role. Fewer therapists saw these 4 items as PTA roles in the 1986 survey compared with the 1992 survey, although the differences in response rates may be due to the differences in the description of these items discussed previously. Only half of the therapists in 1986 believed that administration of biofeedback treatments and performance of wound debridement were specified PTA roles, whereas 73% and 82%, respectively, of therapists in 1992 held these positions. Although existing guidelines include the fabrication of ADL adaptive equipment as a PTA role, only about one half of the responding physical therapists concurred with that position. Measurement/fit of compression garments has not been described as a role for the PTA, yet only about half of the therapists recognized this position.
Responses on Physical Therapist Assistant Roles in Administrative Activities
Sixteen of the activity items described administrative roles commonly associ-Physical Therapy /Volume 74, Number 6/June 1994 ated with the operation of physical therapy services. The responses of survey participants to PTA performance of this category of items are summarized in Table 5 . Statistical analyses revealed that responses to 6 items (plan PTA staff development program, select capital equipment for purchase, design fiscal management program, manage physical therapy aide employment, manage PTA employment, and develop quality assurance program) differed significantly across the two administrations. For each of these 6 items, more therapists in 1992 saw these activities as designated PTA roles than in 1986.
The first 4 items listed in Table 5 were determined from a review of the references4-" to be designated tasks for PTAs. A majority of respondents (>65%) concurred with this perspective. The remaining 12 administrative activities have not been explicitly identified as PTA roles. The percentage of physical therapists identifying administrative functions as consistent with documented guide-lines rose for 14 of the 16 administrative items between 1986 and 1992.
Factors Influencing the Paitern of Responses
In general, respondent characteristics such as years of clinical experience, supervisory experience of PTAs, or entry-level education on PTA roles did not predict the pattern of physical therapist responses for the majority of activity items. Having had information in their professional education program made therapists more likely to identify both biofeedback therapy and implementa-tion of clinical research as documented PTA functions.
Dlscusslon
Physical Theraplsts' Perceptions of Physlcal Therapist Assistant Roles: 1986 Versus 1992
The patterns of therapist responses to the 79 activity items for 1986 and 1992 were unchanged for 68 (86%) of the activities. Therapist perceptions of roles for the PTA did not change for any of the performance of evaluation functions nor for any of the treatment planning items. Response patterns did change significantly, however, for 6 of the treatment implementation activities. For each of these items, however, the description of the activity was modified on the 1992 survey by adding the phrase "given a predetermined plan of care." This modification may explain these observed differences.
Significantly different patterns of responses between 1986 and 1992 were also found for six of the administrative activities. Therapist responses indicated the tendency for therapists Physical Therapy/Volume 74, Number 6/June 1994 '~e s i~n a t e d by authors as a defined role of the PTA in 1992 to take a more expanded view of PTA involvement with these administrative activities. It is unclear at present what might account for the different pattern of responses for these six items. The number of years in practice of the therapist did predict the pattern of responses for two of these administrative activities (manage physical therapy aides, develop quality assurance program). However, as the number of years of practice increased, the less likely therapists were to designate these activities as PTA roles. It may be that PTAs have not been given the opportunity to perform these functions or that PTAs have not demonstrated to therapists their ability to satisfactorily perform these tasks.
sponses would change over the period of 6 years. The policy revisions that did occur over the 6-year period were to the APTA House of Delegates policy on the definition and utilization of the PTA4 (revised 1988) and the APTA Guide for Conduct of the Afiliate MembetH (amended January 1989). A few commentaries on PTA roles and responsibilities have appeared in the literature16 and press,l7-l9 but these articles represent personal interpretations of existing APTA positions rather than sanctioned extensions of the scope of PTA practice. The only survey results reported on PTA activities14 was published following the completion of the 1992 phase of this study.
Given that there were no major Physical Therapists' Perceptions changes in APTA PTA practice guide-of Physical Therapist Assistant liness7 and no research related to Roles in Evaluation PTA roles was reported during the period between phase 1 and phase 2, Substantial disagreement with current it was unclear whether therapist reguidelines occurred for three evalua-,rapist assistant, Y=designated F' TA role, N=not tive items related to musculoskeletal assessment (test gross muscle strength, perform joint ROM tests, measure length/girth of body segments), each explicitly identified as appropriate PTA evaluative activities. One potential consequence of not recognizing such activities as PTA roles is underutilization of these valuable support personnel in the clinical setting. Failure on the part of the physical therapist to have the PTA implement and report the results of basic evaluative procedures such as testing gross muscle strength and joint ROM could lead to less than optimal development or modification of patient plans of care.
For three other evaluative tasks (performance of specific manual muscle tests, assessment of muscle tone, and testing of ADL ability) not identified in the published guidelines as PTA roles, however, more than one quarter of respondents indicated that these pro-cedures were appropriate PTA tasks. These responses suggest the potential for overutilization of FTAs in performance of these activities. In spite of these findings, participants in this study appeared to adopt a restrictive posture in the delegation of most evaluative: activities to the PTA.
Physical Therapists' Perceptions of Physical Therapist Assistant Roles in Treatment Planning
The APTA House of Delegates policy statemenl. on the education and utilization of the PTA (HOD-06431- indicates that the PTA function includes "performance without interpretation of selected [evaluative] procedures." The 1988 revision of this policy (HOD-OG8%14-25) states that the PTA shall not perform "identification, determination o r modification of plans of care (including goals and treatment p r~g r a m s ) . "~ Using these statemenis as a basis for decision making, only one activity, "recommend solutions to architectural barriers to a physical therapist," was found to be a F'rA role consistent with existing guide:lines.
In general, the majority of respondents agreed that treatment planning activities have not been outlined as appropriate FTA functions. Substantial numbers (between 20% and 36%) of physical therapists, however, believed that planning of postural drainage positions selection of ultrasound treatmenl settings, design of A D L plan of care, determination of wheelchair features, and planning massage techniques have been designated as PTA roles. In addition, approximately half of the therapists thought that guidelines allow PTAs to determine solutions to architectural barriers. The pattern of responses to these six items suggests the potential for permissiveness related to the assignment of these treatment planning duties to the FTA inconsistent with AFTA policy.
Physical Therapists' Perceptions of Physical Therapist Assistant Roles in Treatment Implementation
Most treatment activities have been explicitly identified in reference documents as appropriate PTA roles. A majority of physical therapist respondents agreed with this perspective. For five of the treatment activities (performance of intermittent venous compression techniques, prosthetic training, conducting prenatal/postnatal exercise programs, fabrication of adaptive equipment, and performing biofeedback treatments), more than 20% of respondents did not agree that these functions have been included in the documentation of PTA roles. Such findings suggest that physical therapists may be less inclined to delegate such treatment activities to FTAs. Thus, therapists might not make optimal use of PTAs, who are likely to have had sufficient education and training to implement these treatment tasks.
Although four of the treatment activities (sensory reeducation, perceptual training, neurodevelopmental therapy, and oral sensorimotor therapy) were not identified in reference documents as PTA roles, more than 80% of the 1992 survey physical therapist respondents believed that these clinical tasks constitute appropriate PTA functions. Such perceptions again reflect the potential for overutilization of the PTA in the provision of services.
Physical Therapists' Perceptions of Physical Therapist Assistant Roles in Administration
The most marked lack of consensus among responding therapists regarding PTA involvement in administrative functions occurred for development of clinical research, quality assurance plans, space management programs, and conducting clinical research. Such lack of consensus highlights the need for clarification of PTA involvement in administrative tasks.
An interesting finding in the administrative category was that most of the therapists indicated that documentation of the PTA's role includes delegation of treatment tasks to a physical therapy aide, an activity not explicitly identified in practice guidelines as a responsibility of the FTA. The difference of opinion on this item may stem from the interpretation of AFTA policy, which states that the PTA "may carry out routine operational functions, including supervision of the physical therapy aide."4 To date, we have been unable to determine that the operational definition of supervision includes delegation of treatment activities to a physical therapy aide. Assistant (HOD-06-87-07-11) --
Significance of the Research
The physical therapist assistant a. is required to work under the direction and supervision of the physical therapist.
b, may perform physical therapy procedures and related tasks that have been selected and delegated by the supervising physical therapist.
c. may carry out routine operational functions including the supervision of the physical therapy aide (or equivalent) and the documentation of treatment progress.
d. may, with the prior approval of the supervising physical therapist, adjust a specific treatment procedure in accordance with changes in patient status.
The physical therapist assistant shall not perform the following: potential problems such as ineffective or unsafe delivery of patient care.
The findings of our study may provide PTAs with data on physical therapists' perceptions of the scope of PTA practice. Such information may permit PTAs to focus discussions on those areas of practice in which they seek to expand their roles. Physical therapist assistants could then provide evidence of specific entry-level preparation and continuing education to support their case for an expansion of their roles and responsibilities. Physical therapist assistants may also be surprised to note that for some of the activities included in the questionnaires, physical therapists appear to be shifting their opinion on PTA functions toward a more permissive position. Such evidence of increased per--Appendix 2. Directions and Response missiveness may result from changes in the practice environment that increase demands on therapists' time (eg, physical therapist staff shortages, increased paperwork, increased patient load). Among the alternative hypotheses is that this more permissive attitude may have resulted from PTAs demonstrating competent performance of these activities.
Our findings also have important implications for academicians in physical therapy education programs. Over half of the responding physical therapists in each phase of the study indicated that no information was provided on the roles of the PTA in their professional education program. This information should stimulate those responsible for academic curricula to reexamine the manner and extent to
Key for Activity-Related Items
For each statement below, circle the single category that best describes your opinion on the role of the physical therapist assistant. Answer:
"YES" if, in your opinion, the task is included in the defined role of the physical therapist assistant, ';NO" if, in your opinion, the task is not included in the defined role of the physical therapist assistant, "DO NOT KNOW" if you are not sure whether the task is included in the defined role of the physical therapist assistant.
which PTA roles are addressed in their respective programs. Recent physical therapist graduates are frequently given the responsibility for supervision of PTAs and need to have a clear understanding of PTA roles in order to appropriately delegate tasks.
The final groups that should find the results of this study of interest are those responsible for defining the scope of PTA clinical function. In reviewing the literature and documents, no single resource provided clear, comprehensive, and unambiguous information regarding PTA roles in all activities included in the questionnaire. A major concern in the implementation of this study was the lack of specificity in the designation of the PTA roles. For example, the activity "execute therapeutic exercise program given a specific plan of care" is indicated to be an appropriate PTA role in several of the major resource documents. Does this mean that PTAs are prepared to perform any activity that could broadly be defined as therapeutic exercise, ranging from programs such as progressive resistive exercise to spinal mobilization, sensory integration therapy, or work hardening? Probably not, yet the answers to such specific questions cannot be found in the currently available g~idelines.~0<~1
Suggestions for Future Research
A number of questions need to be addressed in subsequent studies before a clear picture of contemporary PTA practice and the concerns surrounding PTA roles can be clarified.
For example, what are PTAs' perceptions of their defined role, and are these perceptions congruent with those of physical therapists? What activities are physical therapists actually assigning to PTAs, and what activities do the PTAs say they are actually performing in current clinical practice? What are newly graduated physical therapists' perceptions of PTA roles? The results of studies designed to answer the first two questions could be used to identify areas of consensus on PTA roles between physical therapists and PTAs as well as areas that require debate and resolution in the revision of detailed PTA education and utilization guidelines. A study to address the third question could help to determine how successful physical therapist academic programs art: in educating students for their role in PTA supervision.
Summary
The purpose of this study was to determine physical therapists' perceptions of the roles of the PTA over time. The results illustrated considerable agreement among therapists regarding the documented roles for the PTA. Therapist perceptions generally were consistent with documented guidelines of PTA practice. Lack of agreement among therapists and perceptions incongruent with PTA practice guidelines, however, were apparent for a number of tasks. Physical therapists' perceptions of PTA roles were not, in general, determined by the respondents' previous PTA supervision, information in entrylevel preparation on PTA roles, or the respondents' number of years of experience. In addition, therapists' percepticlns of documented PTA roles changed very little over the 6-year period between the surveys. The findings indicate that academic programs educating physical therapists have not consistently provided physical therapy students with information on PTA roles in their curricula. Evi-dence that therapist perceptions on selected activities are incongruent with guidelines outlining PTA function suggests the potential for inefficient or inappropriate utilization of the PTA in the delivery of services. An important implication of this study's findings is the need for the development of clear and unambiguous guidelines detailing the scope of PTA practice.
